The ageing of society will result in more people over the age of 65 years. Older people experience certain health problems at higher rates than younger people, such as cancer, hip fracture, stroke or dementia, and older adults are more likely to have comorbid conditions which lead to high care and support needs (Rechel et al., 2013) . Due to longer life expectancy, the proportion of people over 60 years of age will grow from 11% to 22%, and the number of persons 80 years and older will be 26 times higher by 2050 than 
The concept of person-centred care has been expanded to include the family as well. In this context, nursing is concerned with the consequences of illness and inabilities on activities of daily living (ADL) and instrumental activities of daily living (IADL) for the affected person. It supports the self-management of the person and his/her family system or alleviates suffering of the person and his/her family (International Council of Nurses [ICN], 2018) . From a system-theoretical approach, family has to be considered as a whole system and it implies that the illness of one family member affects the well-being and daily routine of the whole family (Arestedt, Persson, & Benzein, 2014; Astedt-Kurki, 2010; Bell, 2013; Wright & Leahey, 2013) . The main tenet of family-centred care is that families are encouraged to participate and be involved in the care of the affected family member (Haesler, Bauer, & Nay, 2007) and that their and the patient's preferences and care goals are valued (Frampton et al., 2017) . Involvement is defined as the act or process of taking part in something (Heacock, 2009 ). Consequently, FCs' involvement can be defined as the act or process of taking part in the nursing care process.
In acute healthcare settings, involving family members in decision-making showed positive effects for FCs. For example, involvement in the hospital discharge process benefited FCs such that they felt better prepared for caring prior to discharge, and were more satisfied and felt less burdened with the delivery of care (Bragstad, Kirkevold, Hofoss, & Foss, 2014; Bridges, Flatley, & Meyer, 2010) . FCs sought to participate in both the decisionmaking and the delivery of care. Research showed that FCs were more often involved in the care based on their own assertiveness and proactive approach than as a result of staff initiatives (Walker & Dewar, 2001) . In their systematic review on family-staff relationships in nursing homes, Haesler et al. (2007) found that family members expected nurses to reinforce their feeling of being a part of the team by encouraging active family participation and involvement in all aspects of care. Therefore, involvement of families has been considered as one of the best guarantees for family well-being especially in the care of older adults (Haesler et al., 2007) . HCNs are well positioned to assess needs of the entire family, and to support both the FC and CR in the delivery of care (Kelly, Buckwalter, Hall, Weaver, & Butcher, 2002) .
What is known about this topic
• Family caregivers play a pivotal role in caring for elderly people and often provide this support together with nurses.
• Involving families in decision-making benefits family caregivers in both long-term and acute care settings.
What this paper adds
• The review explores the body of knowledge related to family caregivers' involvement in the community setting.
• Five themes are important for family caregivers' involvement, of which four are prerequisite for assistive care towards families; one consists of mutual caring practices for the care recipient.
• A pre-existing model could be expanded, which highlights the importance of an interactive and reciprocal relationship between families and nurses and demonstrates that a family-centred nursing approach in the community setting is essential.
In the care network approach, the interplay between formal or professional and informal or family care has been extensively investigated. While formal support networks are usually hierarchically organised and have clear defined boundaries, informal networks are more diffuse. Despite the discussion whether informal care can be substitutive for formal care or has to be understood as complementary, it is agreed upon that the mechanisms that facilitate and maintain contacts between the two networks have to be identified (Carpentier & Ducharme, 2003) . Nowadays, there is an agreement that the care-giving network should be assessed from multiple perspectives and that this can help to advance care-giving interventions (Koehly, Ashida, Schafer, & Ludden, 2014) . Therefore, the purpose of this integrative review was to investigate the body of knowledge about the preferences and consequences of involvement in care from the perspective of FCs of community-dwelling older adults who receive home care nursing services and eventually conceptualise involvement based on the results.
| ME THODS
An integrative review with the concept analysis method was used according to Whittemore and Knafl (2005) . We followed the recommended five steps for a rigorous integrative review. After formulating the research question, the search terms and strategy with inclusion and exclusion criteria were determined for article selection. In a third step, the empirical sources were assessed according to quality criteria. Then analysis strategies with data extraction were determined and performed. In the final step, data presentation encompassed a synthesis of important elements or conclusions of each results into an integrated summation of the topic or phenomenon.
| Search strategy
The literature search was performed using the databases CINAHL, PubMed, and Cochrane, to identify articles published between 1992 and 2017. Considering the fact, that adult children between the age of 65 and 80 years provide a large proportion of care for their elderly parents and that even a large proportion of care to the oldest old is still provided by their spouses (Rechel et al., 2013 ; The National Alliance for Caregiving & AARP, 2015) , the aim of the search was to identify studies on FCs of CRs older than 65 years of age, where professional HCN was also involved due to physical, mental, cognitive, and/or functional limitations of the CR.
A first literature search revealed that the term involvement was also used to describe sharing care in the FC and CR dyad without including professional carers (Andershed & Ternestedt, 1999 ; Clark et al., 2008) . Others named the inclusion of FC into professional care process as collaborative practices, although the same term has been used as an expression for interdisciplinary teamwork among different professionals without FCs (Metzelthin et al., 2013) . Therefore, the literature search had to rely on a number of different search terms for involvement. In the end, the following MeSH*, CINAHL Headings* or keywords (with truncations and wildcards to take into account US and British English, plurals and hyphens) were used: ("Family*" OR "Caregiver*" OR "Frail elderly*") AND ("Professional-Family Relations*" OR "Family Nursing*" OR "Patient-Family Conferences*" OR "Caregiver Support*" OR "Home Health Aides*" OR "Consumer Participation*" OR "Cooperative Behaviour*" OR "Patient Care Planning*" OR "Patient Participation*" OR "Consumer Participation*" OR "Decision Making*" OR "Involve" OR "Collaboration" OR "Negotiation") AND ("Home Nursing, Professional*" OR "Community Health Nursing*" OR "Home Health Nursing*" OR "Home Care Service*"). Ultimately, 1,014 titles were identified (see Figure 1) . A manual search for additional articles listed in the references of included articles was also performed.
| Inclusion and exclusion criteria
Articles were included if they were published in German or English;
were conducted in a setting culturally comparable to Europe, the US, or Canada; and investigated FCs` preferences and consequences of involvement. Empirical studies were considered when the interplay between FC and HCN was investigated from the perspective of the FC, whereas the term HCN encompasses any type of nurses or home support workers. Abstracts and full text were reviewed to identify the main research question of the remaining articles.
Studies were excluded when they were mainly concerned with FC's gender, differences due to migration, settings other than home care or focused on hospital discharge. Studies that were interested in FC's support and respite needs only, described FC's role complexity, were concerned with FC's well-and ill-being and self-care demands, educational methods or cost effectiveness were also excluded.
| Quality appraisal
The critical quality appraisal was conducted by two researchers following the recommendations of Whittemore and Knafl (2005) . The quality scores were calculated for each study. Articles with qualitative design were assessed using the checklist for qualitative appraisal from Critical Appraisal Skills Programme (CASP) (2014) . The studies with quantitative design were evaluated according the appraisal criteria in Polit and Beck (2012) . The interrater agreement was evaluated as sufficient due to few discrepancies. The raters had a maximum difference of two points in sum scores and were in total accordance for inclusion of the studies.
| Data selection, extraction, and synthesis
Study selection and data extraction was followed according to the multiple assessment method between the first and last author. The analytical process was iterative, with repeated discussion among the first and last author as well. After choosing the articles, the data were extracted from the original studies to a table presenting authors` names, publication year, country of origin, FC sample size and characteristics, CR health condition, study design, and research aim. Then articles were analysed and synthesised by the two authors using techniques of thematic analysis, mapping, and constant comparison (Dixon-Woods et al., 2006) . Key ideas were grouped in subcategories and then summarised into categories. This inductive coding allowed the authors to compare and contrast findings and to visualise patterns, similarities, differences, and relationships between subcategories and categories. Further analysis was based on an interpretative effort to reach a higher level of abstraction to frame a deeper understanding of involvement. Eventually, the categories were abstracted in themes to compare them with the conceptual model developed by Sims-Gould and Martin-Matthews (2010b) .
The model originally describes care as an interactive process among the FC, CR, and home support workers. Considering that home care has rapidly expanded and involves a wide variety of workers with different levels of training and qualifications all workers enter in the private sphere of the client`s home and their families. A specific type of tension is needed to negotiation between home and work (SimsGould & Martin-Matthews, 2010a) . Recognising that home support workers assist clients and their families to manage basic activities of daily living as professional nurses do, a clear demarcation of roles and responsibility between them might differ in every country. 
| FINDING S
Twenty-six studies that ranked between 11 and 19 points on the quality approval evaluations were eventually included in this review (see Table 1 ). The majority of the studies used qualitative approaches (n = 22), and reported cross-sectional designs (n = 23); only three articles used longitudinal methods (Clemmer et al., 2008; Jungbauer, Doll, & Wilz, 2008; Simon & Kendrick, 2002) . In half of the qualitative studies, the methodological approach was not specified. The other half used grounded theory (n = 3) (Büscher et al., 2011; Jeon, 2004; Jungbauer et al., 2008) , ethnography (n = 5) (Clemmer et al., 2008; Pickard & Glendinning, 2002; Ward-Griffin, 2001; Ward-Griffin & McKeever, 2000; Ward-Griffin, McWilliam, & Oudshoorn, 2012) , and phenomenology and hermeneutics (n = 3) (Gantert et al., 2009; Kellett & Mannion, 1999; Leiknes & Høye, 2012) . Of the four quantitative studies, three tested correlations between professional services delivered, characteristics of the care situation, and FC experiences, such as satisfaction, family health, and family functioning (Aggar et al., 2014; Hautsalo et al., 2013; Simon, Kumar, & Kendrick, 2008) ; one study used a descriptive cross-sectional design (Simon & Kendrick, 2002) . Studies were conducted in Canada (n = 11), USA (n = 3), Australia (n = 3), Sweden (1), Norway (1) Finland (2), United Kingdom (3), and Germany (2).
A total of 651 FCs were included in the studies, of which 70% were women and 20% men; in 10% the participants' gender was not : Relationship building was described as a dynamic negotiating process with facilitators and barriers on individual and system levels. If the family saw a need to connect or to share care, a continuum in care delivery was described, from getting to know each other, to finding ways to work together using each other's knowledge and expertise. SU 20 FCs 8 wives, 9 daughters, 2 daughters-inlaw, 1 granddaughter
The strategies were correlated with experience of relationship on a continuum from negative (not reciprocal) to a positive (reciprocal) relationships with sharing experiences.
SU

3
: HCN resources are scarce, support should be provided only to those who really need it. RO 4 : In the role as ombudswomen, FCs described interactional strategies in relation to mutual consensual involvement with nurses and care-giving experience. Four strategies are described, which include fighting, twigging, getting along and collaborating.
Jeon (2004) : Relationship building between nurses and FCs was described as a negotiating process in three phases: starting at lack of mutuality but being interdependent and seeing the CR as focus, moving to partial mutuality by gaining trust and interest, and finally to constructive mutuality seeing each other as experts and sharing experience.
Jo et al. (2007), Canada
(end-of-life)
To examine the perspectives of both the spousal caregiver and care recipient on the end-of-life care-giving experience in home-based palliative care. Kellett and Mannion (1999) , Australia (elderly)
FCs
To understand the human experience of family caring at home.
Family members no specification : Delivery of home care was experienced by FCs as a dynamic negotiated process, framed within the three contributions (see Figure 2 ). • Nurse-helper: FCs assume a supportive role to nurses (FC feel involved).
• Worker-worker: both are working for the CR FCs do what the nurse delegates. The FC is an informal member of the care team (WT 5 as well).
• Manager-worker: the nurse monitors the FC, nurses reduce their time and emotional involvement.
• Nurse-patient: FCs are isolated, feel disempowered, and become ill, nurses have contradictory expectation. : Nurses were supposed to increase the focus on the FC to support them in learning to solve problems, to master the new role, to empower them in facilitating and continuing in the caregiver role. WT
5
: FCs described spending valuable time "fighting the system" to get help. FCs expressed a lack of collaboration with the healthcare team and the importance of having well-trained help. FCs described telephone contact as a relief when it was difficult to leave the home.
TA B L E 1 (Continued)
identified. The sample sizes within the studies varied from four FCs 
| Involvement in care
Preferences and consequences of involvement from the FC perspective can be described as being based on the interaction between the The sense or level of involvement was described on a continuum from low to high. The relationship was considered as low or weak when expectation and needs were not met, or services and staffing were inadequate (Heinrich et al., 2003) . A lack of mutuality between FCs and nurses was also associated with weak share the care work with someone they considered knowledgeable (Büscher et al., 2011; Heinrich et al., 2003; Jeon, 2004; Leiknes & Høye, 2012; Pickard & Glendinning, 2002; Salfi et al., 2005; WardGriffin et al., 2012) .
Negotiating with professional care (n = 13). The level of involvement has been described as being based on the negotiation with the HCN. FCs felt included or excluded depending on the quality of the were not explicitly involved in decision-making and care planning in these cases, they learned to fill the gaps in the nursing care. When the negotiation process broke down, informal and formal care remained divided because they could not reach an agreement (Pickard & Glendinning, 2002) .
Not only the process of negotiation was investigated but also its content. The content of negotiation was described by the category to negotiate about helpfulness, responsibility, and private versus public space. Helpfulness was linked with certain expectations such as gaining a feeling of security; having support on one's side, perceiving affirmation in one's efforts; getting the work done;
having options for sharing the caring experience with someone knowledgeable; and getting useful information and recommendations to avoid institutionalisation of the ill senior (Büscher et al., 2011; Gantert et al., 2009) . To negotiate about responsibility and trust with the HCN is a big challenge for the FC. When FCs received assistance from the HCN, there was often a sense of relief. However, for some FCs, it felt risky to trust someone else and so they struggled with continued feelings of anxiety or worry despite the support. Finally, involving the HCN meant losing control over the care situation at home (Büscher et al., 2011; Leiknes & Høye, 2012; Soodeen et al., 2007) . Kellett & Mannion, 1999; Pickard & Glendinning, 2002) . Disruption in the home was seen as a necessary inconvenience in exchange for being able to care for their family member at home. These adaptions were described as modifying the private sphere to serve as a public place. For example, when a living room changed to a hospital room because carpets were moved away and a hospital bed took place instead of a couch (White et al., 2007) .
Being professionally supported (n = 13). The preferences for and resulting impact of FC involvement depended on how the FC experienced a need for HCNs' support and the effect of professional support. Three categories were abstracted from the literature.
A need for professional support related to receiving emotional or psychological support in general as well as formal support provided by alternative means such as telephone counselling or other means of telemanagement (Gantert et al., 2009; Heinrich et al., 2003; Jo et al., 2007; Ploeg et al., 2001; Salfi et al., 2005; Saunders, 2012; White et al., 2007) .
The category circumstances and predictors to receive professional support focused on circumstances that influence the perception of the amount of support provided by the HCN. While the amount of nursing support needed by the CR decreased over time (Hautsalo et al., 2013) , the desire to be emotionally supported by the HCNs increased (Jungbauer et al., 2008; Ward-Griffin & McKeever, 2000) . Overall the degree of disability of the CR was the most powerful predictor of the amount of support provided by the HCN towards the FC. The age and gender of the FC was also relevant. Men and older FCs received more professional support (Hautsalo et al., 2013; Simon et al., 2008) . Hautsalo et al. (2013) The category professional support effects summarised satisfaction with the professional support received. Simon et al. (2008) showed that 74% of FCs perceived the professional support they received as fairly good. Hautsalo et al, (2013) used the FAFHES questionnaire to measure social support along three subscales "concrete aid," "emotional support," and "affirmation". Their findings revealed the highest scores in receiving concrete aid, middle scores in emotional support, and the lowest scores in affirmation by the HCN.
FCs, who were satisfied with the HCN support no longer felt alone, were less depressed, felt more secure, and reported that they gained knowledge or that things were getting easier. FCs also welcomed sharing their life situation with the HCNs (Kellett & Mannion, 1999; Saunders, 2012) . When HCNs did not listen to the FC or focused only on the need of the CR, FC perceived an absence of professional support. A lack of empathy and affirmation from the HCN was then reported by FCs (Jo et al., 2007; Simon & Kendrick, 2002; Wester et al., 2013) .
Managing role expectations and knowledge sharing (n = 17).
FCs struggled to clarify their different roles and the responsibility to be present for the CR around the clock every day. Due to ever changing care needs of the CR, the FCs were forced to reprioritise their roles amidst uncertainty about the future (Büscher et al., 2011; Clemmer et al., 2008) . Three categories were found in the literature that showed that the preferences and the intensity of involvement changed as part of changing internal and external role expectations and knowledge sharing.
The category role expectation summarised the range of experiences that FCs felt in response to their role as caregiver. FCs felt often obligated to fulfil the caregiver role. Especially female
FCs expressed care-giving to their spouse as an obligation or as a part of a familial relationship, performed out of love or a sense of duty (Gantert et al., 2009; Jo et al., 2007; Pickard & Glendinning, 2002; Ward-Griffin & McKeever, 2000) . Some FCs chose to focus on the previous relationship with their family member rather than to expand it to care-giving. FCs expressed that they preserved the quality of relationship with the loved one. FCs feared that they may be no longer be viewed as a spouse, but instead only as a caregiver If there were disagreements that led to fighting or arguing, such interactions led to a perception of low interaction. In contrast, when the HCN recognised the FCs' expertise, FCs described that they collaboratively worked with the nurses and were highly involved (Heinrich et al., 2003) .
The category nurses help FCs master the caregiver role highlights when HCNs encouraged and reinforced FCs to allow them to become successful in care-giving. In particular, FCs identified the importance of psychological support, independent of the nursing needs of the CR. FCs also valued when nurses involved them in caregiving right from the beginning of the CR's rehabilitation, in order to prepare the FC for caring at home (Clemmer et al., 2008; Moore et al., 2002; White et al., 2007) . When the training or information about care-giving was inadequate or HCN did not include them in the triadic healthcare team, FCs responded with anger, anxiety, and frustration (Clemmer et al., 2008; Simon & Kendrick, 2002) .
Working together (n = 15). Another theme in the literature about the preferences and consequences of involvement was expressed by
FCs, when they provided care jointly with the HCN, or expressed the need to do so. Two main categories were emphasised.
Structural aspects were described mainly as barriers or circumstances that impeded collaboration with the HCN. The lack of personal continuity was a major topic that hindered involvement, such as different HCNs were assigned to the CR. As a consequence
HCNs changed frequently. This led to a sense of fragmented service.
Additionally, FCs reported that nurses were not on time and therefore caused unnecessary disruptions in the family routine and forced
FCs to pursue care activities for the CR alone. With the presence of the HCN in the family home, a loss of privacy and self-determination was mentioned (Clemmer et al., 2008; Gantert et al., 2009; Jo et al., 2007; Moore et al., 2002; Simon & Kendrick, 2002; Soodeen et al., 2007) . Additionally, FCs reported that the HCN did not have enough time for quality care provision or were not flexible in their timing to best accommodate the family schedule (Aggar et al., 2014; Clemmer et al., 2008; Gantert et al., 2009; Leiknes & Høye, 2012; Ploeg et al., 2001; Simon et al., 2008; Soodeen et al., 2007) .
The category, the practice of working together, described ways In this scenario, the HCN and FC were working in a way that each was focused on their own tasks. This working arrangement was described as complementary, where the FCs were assisting and filling the gaps (Pickard & Glendinning, 2002) .
| Adaption of a conceptual model
The final step of data synthesis was to compare the themes abstracted from the literature to the conceptual model by Sims-Gould as an expert by the HCN, when reciprocity was perceived. When low reciprocity was described, it resulted in the aforementioned negative association.
The fifth theme working together, described the common tasks or FC`s preferences to do care activities together. Involvement is defined in this review as the act or process of taking part in nursing care. Consequently, caring together might be the purest form of involvement. Nevertheless the conceptual model does not consider joint actions explicitly. Therefore, we expanded the conceptual model with a fourth contribution, which we named collaborative practice (see Figure 2 ). 
| D ISCUSS I ON
To our knowledge, this review is the first to comprehensively investi- 
Successful negotiation and reciprocity in relationship building
showed to be a prerequisite for trust and feelings of being valued and feeling secure. If the interactional process was unidirectional, the FC felt burdened, lonely, and vulnerable. Our review revealed similar findings as other studies showing that FCs responded with anger, anxiety, and frustration at not being part of the healthcare team (Funk & Stajduhar, 2013; Haesler et al., 2007; Jonsdottir, 2007; Kruger, Eberl, & Schnepp, 2012; Lindahl, Lidén, & Lindblad, 2011; Linderholm & Friedrichsen, 2010; Stajduhar et al., 2011) .
The theme, being professionally supported, is consistent with results found in other settings and seems to be an essential element of the FCs' involvement. The effect or impact of being supported advanced FCs' self-care skills and fostered experiences of successful collaboration within the care process (Haesler et al., 2007; Kelly et al., 2002; Mattila, Kaunonen, Aalto, & Astedt-Kurki, 2014; Silva, Teixeira, Teixeira, & Freitas, 2013) .
The preference of the FC managing role expectations and knowledge sharing showed how important it is that nurses are aware of the multiple conflicting role expectations with which FCs are confronted. Our results are similar to Egdell (2013) which showed that these role expectations are framed by cultural and social norms, family biography, and stage in life. Furthermore, in institutional care
settings, it was observed that FCs of older CRs often adopt a monitoring role to ensure that their relative received personalised care of a satisfactory quality (Haesler et al., 2007) . These have also been described in the reviewed studies. In this vein, the HCN might provide the FC an opportunity to talk about their experiences on their own terms, to help with balancing and reprioritising the evolving roles and responsibilities. It may also help the FC to feel as though they are part of the team (Haesler et al., 2007; Linderholm & Friedrichsen, 2010) . Recognising the complementary forms of knowledge and expertise between the HCN and FC is very important, and FCs should be viewed as co-experts by the care teams (Nolan, Grant, & Keady, 1996) .
Structural aspects such as poor time, high short frequencies and no continuity of nursing contact were very important topics in the reviewed studies that stuck involvement. This is in accordance with studies that were conducted in other care settings, which have described such structural aspects as being barriers in developing successful collaborative care programmes (Haesler et al., 2007) . According to Funk and Stajduhar (2013) , structural aspects provide so called "interactional opportunities" and moreover they have an impact on the perceived relationship quality and hence the intensity of involvement. In contrast, the act of working together was vaguely reported. Although FCs promote day to day care work at home, for example, by recognising changes in the patient's condition or monitoring symptoms, which can be essential to the stability of the CR (Clark et al., 2008) , the amount and value of this contribution still seems to be underreported. Collaborative practice seems to be hidden in the literature and may reflect the dynamics of care in a certain space and place. Home care is in direct contrast to institutional care. HCNs enter people's homes, with the risk of transgressing the boundaries of privacy. Loss of privacy refers to the disruption of family routines and changes in family interactions. This can create stress for all involved (Lindahl et al., 2011) . Therefore, researcher interest may be more focused on the effect on the nursing intervention than on the interaction of "collaborative practice" itself to maintain as much privacy as possible.
Our findings were similar to the results for acute or long-term institutional care settings especially the positive and negative effects of being involved. Families were more satisfied and less burdened when they could participate in decision-making or care delivery process and vice versa (Bragstad et al., 2014; Bridges et al., 2010; Haesler et al., 2007; Walker & Dewar, 2001 ). We agree with Bridges et al. (2010) that the findings about FCs' preferences and consequence might be transferable across settings. Our review is also in accordance with the results of studies on FCs caring for individuals younger than 65 years of age (Boeije, Duijnstee, & Grypdonck, 2003; Linderholm & Friedrichsen, 2010) . We, therefore, conclude that the results might be relevant for all families providing care at home together with an HCN. We also agree with Büscher et al. (2011) that a family-centred approach should systematically involve FCs into the care process.
Finally, our five abstracted themes were able to be incorporated into the conceptual model proposed by Sims-Gould and MartinMatthews (2010b) and helped to clarify one contribution assistive care. As a further step, the model was expanded with a further contribution named collaborative practice. These practices arise through the work that the FC and the HCN pursue mutually together with and for the CR. The term collaborative practice in this review differs from the definition that was used to describe teamwork among different professionals without the inclusion of FCs (Metzelthin et al., 2013) .
In the recently published framework, "Patient and Family
Engaged Care," (Frampton et al., 2017) , the authors proposed that professional environments should be created to allow and encourage nurses to use the full range of their skills and knowledge of family nursing acquired in their education and careers.
Healthcare could be improved as well, with lower costs and better work experiences for nurses. Nolan (2013) even suggested that not only do the health organisations have to change to be more supportive of such professional behaviours but also the entire healthcare and social service systems along with broader society. Consequently, supporting FCs needs to be a reimbursable service for healthcare professionals. Our review has shown that involving FCs who care for a loved one at home has benefits for the whole family, as it bonds families, improves quality of care, and probably postpones institutionalisation (Büscher et al., 2011; Gosman-Hedström & Dahlin-Ivanoff, 2012; Moore et al., 2002; Saunders, 2012) .
| Strength and limitations
It is a strength of this review that we pursued all five steps of the integrative review according to the methodology of Whittemore and Knafl (2005) . The data synthesis was based on an iterative subjective process comparing empirical data within and between studies. The Sims-Gould and Martin-Matthews's conceptual model of the care triad allowed organisation of the generated themes, and could ultimately even be expanded by the dimension of collaborative practice.
Although the care triad is composed of three players, we only investigated the perspective of the FCs, which were interested to be involved by the HCN in the care for the CR. We do not know anything about them, who were not open for involvement. Furthermore, for a more comprehensive understanding CR and HCN perspectives should be included.
Additionally, since we only included articles written in English or
German, the results originate predominantly from the United States, Canada, and Northern Europe. Despite highly developed healthcare systems in these countries, many differences exist among them that influence informal and formal care delivery. The absence of southern or eastern European countries, in particular, might be due to the fact that informal care still remains the dominant form of home care or that professional home care nursing has not been fully developed (Tarricone & Tsouros, 2008) .
The studies provided no insight about the care arrangements and FCs' motivations to provide care. We can only assume that FCs provided care voluntarily based on historical values and moral virtue common in Europe and North America, but we do not know whether some felt forced to provide care-giving. It also remains unknown if the perception of involvement was influenced by financial reimbursements or other benefits for the FC. Third, further research is needed to investigate collaborative practices among the care triad. Factors influencing FCs' involvement in care process have to be identified and correlational studies may give nurses insights into which families might benefit most from involvement in care. Finally, in order to investigate quality of care, family health and the alleviation of caregiver burden and stress, nursing interventions that involve families proactively in care based on families' preferences should be tested.
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